MISSOURI DIVISION OF HEALTH — STANDARD* CERTIFICATE OF DEATH

OEPARTMENT OF PUBLIC HEALTH AND WELFARE

/’(9 Primary Registration District No. ___KQ_O_Zr.-Reginrar's No. _3?1_5___-

Registration District No,

—62-027293 "

STATE FILE NUMBER

DO NOT WRITE D
ON THIS STUB AMENDE
1. PlACEQTOEAIR o - O VR 2. USUAL RESIDENCE (Where deceased lived. I institution: Residence before
VS 300 9.: a. COUNTY Jackson a. STATE MO. b, COUNTY Jack son admission)
Rev. 4/59 a b. CTYIF outside corporate Timiti, give TOWNSHIP only) Length of stay in 1b - Inside Limits
w > +
2 TOWN Kansas City 66 yrs. TOWN  Kansas City Y @ No O
1 < ¢. FULL NAME OF {If NOT in haspital, give location) Inside Limits d. STREET (I cutside, give location} Reside on Farm
—_— 'f_-" HOSPITAL OR . ADDRESS
VAT AN institution VA Hospital Yes [ No[J 42,5 Paseo Ye: [ No
el z-1G
3 3. {:AME OF DE}CEASED First Middle Last 4, DSTE Month Day Year
ype or print F
—— CARL E WELLER pEam July 15, 1962
5. SEX 6. COLOR OR RACE 7. Married Bl  Never Married (1 |6. DATE OF BIRTH | 9- AGE (last birthday) T IF UNDER 1| YEAR _IF UNDER 24 HR
5 I'Iale White Widowed [J Divorced [ 1-19-96 66 Manths Days Hours Min.
10a. USUAL OCCUPATICN (Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY| 11, BIRTHPLACE (City and state of country) | 12. CITIZEN OF WHAT COUNTRY
& %) uring gyost,of working life, even if retired}
S Bus® Briver Transportation Camp Branch, Mo,
7 d =~ 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME N 14, NAME OF HUSBAND OR WIFE
—r
D James Q. Weller May Quizwnberry Lena Weller
8 f 15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
v
—a (Yes, noYpr unknown]| (If yes, givﬁm or dstes of service .
177X |w es VA Haspilal Records
| = 18, CAUSE OF DEATH [Enter only one cauie per line {d INTERVAL BETWEEN
<
10 uZJ PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
2 o z iMMEDIATE causE ( _Pulmonary edema and bronchopneumonia, advanced
11 Q o}
2|2 2 o, 1 11
,27é -0 (E|E Conditions, it any.1  DUE 70 (b) Carcinomas of prostate with metastases to all major
— % % shove cause (a), organs
13 - = stating the under-
lying cause iasi. DUE TO ()
% % PART I1l. QTHER SIGNIFICANT CONGITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I1l. 1f deceased was female was
= disease condition given in PART | (2) there a pregnancy in last %0 days.
v
E § I O Yes O Ne | O Unknown
- ué.r E 19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature &f injury in PART 1 or PART 1l of item 18.)
5 g $E§F Mng?D [} O O
r4 o .
< S | T30 TIME OF  Hadf  Month, Day, Year
% ﬁ g INJURY 8.
% & g pm. '
— E 20d. INJURY QOCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT EVE'IB‘\(NQRK o farm, factory, street, office bldg., etc.)
b4 NOT WHIL
U e e a
w
S o ': é 2|VA attended the deceased from_JJﬂ_Lg_,_méz—. to_JJJl}LJ.&,__lQ&"d Mm
: ‘;z 9 Death occurred at. 700 & m on the date stated sbove, and to the best of my knowledge, from the causes stated.
"
g E 8 6 R Il-—lmn——:;‘, - 22b. ADDRESS 22c. DATE SIGNED
3 e 5 -
> | |5 e ,/& o . D. VAH Kansas City, Missouri 7~16-62
" z REMA'.I'IO, 23b, DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} [State)
o =
z T | 7=~/ FEL- |FLORAL HAULS cCsmezeEry \LTLSAS cr 7y MO .
= < 24, FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY TOCAL REG. | 2o ISTRAR'S SIGNATURE
w >
-
- N pueyseBs 800 TROOST 9. (E-C 2 é_ .. th. A afma,.

[Licensed Embalmer’s Statement on Reverse Side)

.



(.

- A

-

-+

. f . .

. . ... STATEMENT BY LICENSED EMBALMER

Student Embalmer No. 6 ﬁ 2

ngd_ént__gﬁaa%_@_v@@‘ Slgned/gﬁ M

Signafire of Student Embalmer
/
Llcensed Embalmer No. 1/6/02

.o . < - P.O.Address_,%c._mﬁ:_‘

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hrs OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of licensg).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

_ working under my personal supervision.’




